The three types of coughs defined by Lee, Cotterill-Jones & Eccles (2002) include (1) the voluntary cough, (2) the irritant-induced cough (which is preceded by an urge-to-cough), the origins of which involve the cerebral cortex, and (3) the reflex cough, which is brainstem mediated. We cannot suppress a reflex cough, but because we can at times control it to some degree (as when we try to cough "softer"), Hegland and et (2012) proposed that the reflex cough may actually include a dynamic sensorimotor pathway involving cortical detection. Compress the lungs-thorax unit Larynx: PCA Allows for a rapid laryngeal opening to yield a peak expiratory airflow
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In addition to the muscles involved in cough physiology, there are a number of sensory receptors located in the larynx and the trachea, including on the vocal folds and in the tracheal mucosa. These include chemoreceptors (sensitive to capsaicin and other cough-inducing stimuli), c-fibers (sensitive to acid-based stimuli) and mechanoreceptors (sensitive to touch and pressure). Some patients suffer from chronic cough, or too much cough, while others have "hypotussia" or too little cough, which may result from sensory or motor deficits, or both. Patients with hypotussia are at risk for silent aspiration.
Respiratory therapists measure expiratory airflow from voluntary coughs, known as Peak Expiratory Flow Rate (PEFR), and the time the cough takes to reach that PEFR, along with overall cough expired volume (CEV). Pulmonologists have measured the acoustic frequency of the cough using microphones, along with surface EMG or abdominal muscles, but these tests all have their limitations.
Currently, SLPs have only subjective measures of coughs, which we may label as "productive," "wet," "strong," or "weak. Although treatment has historically focused on reducing the chronic cough, recent studies have looked at the effect of strengthening the muscles of expiration using a device called the "EMST 150 TM ", or Expiratory Muscle Strengthening Trainer (http://www.emst150.com/). The patient blows into the device to overcome an adjustable threshold load However, studies have excluded patients who have untreated/uncontrolled hypertension and people who have had known ischemic strokes, or other cardiac issues. All interventions addressing hypotussia should be cleared with each patient's neurologist, otolaryngologist or pulmonologist.
Cough assessment and treatment is an exciting area that is being developed, and that SLPs should consider and not undervalue. There are opportunities to gather measurable data both pre-and postintervention. Clinicians are encouraged to further research this function, and to collaborate with their team members, especially Respiratory Therapists.
